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SEP 16 n 


Application for Disability Benefits 


“ c,,af ' c * i For,n ‘“ 

Bert Bell/Pete Rozelje 
NFL Flayer Retirement Plan 
200 St Paul Place, Suite 1420 
Baltimore, Maryland 21202-2040 
(410) 685-5069 (800) 638-3186 


Instructions 


To apply for disability benefits from the Bert Bell/Pete Rozelle NFL Player Retirement Plan (Plan )» youxaust 
complete this application and return it to the Plati Office with# required information. The Plan Office, wffl then 
advise you whether any further information is required m connection with yotir flpplicstion.. Tour application will 
not be considered complete until the Plan Office receives this application with all required : tafonnation. 

In geuKtah the Plan provides total and permanent disaliility ("T'AP”) bewfiS to ejtgibje playeis whp are substantially 
nnaWe to work, and tae-of-dnty disability ('TDD”) benefits to eligible players who suffer a “substantial disablementi 
The end of this feign contains: further information 'about these benefits. 

.... I,, iii[|||, n i mr 

Player Information KBasaBBawaaiEsmuiJK*!^^ 


Name 
Date of B 

Address (No,:,.tStitib^ 

City, -State, Zip _ 

Marital Status ( )[ Single 





iSockf Security Nb 
.Horae Fhfine 
Office Phope, 



Benefits Requested ^srassiBasiraiHSiaamaaam 

This is an application for (please check one): 


( ) Qjjly J|ti^-of-duty disability (‘'LOD”) benefits (eomplete LOD'sectlon below) 
(A^Only total and permanent disability {‘T&P") benefits (complete TAP section Mlow): 
( ): Both LOD and T&P benefits (complete both LOD andT&P sections below) 

Liive-of-Duty ("LOD”) Benefits 


Tb be eligible for LOD betiefitei the Plan Officernost receive your application Within. 48 months after yon cease tb be an 
Activ- Plari asdtiihedby tins Flam This 48-month period may be ejsendcd if you have been pbysicalty ormsmWiy 
im-apacdated m a manner that substantially inter Jem) with yam nWity »Sk to ** such an excapucm, 

dr wish to describe when you ceased to be an Active Player, please do so below or on- an additional sheet: 


m i 

D10C 


1 5 | 


JAN 2 \ 

B1CC 




R ti-a 2084- 


BICC APR 0 77IM 

Keys_AR 00739 
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Describe the condition or conditions: yon have that yon believe qualify you for LQD benefits: 

1 . ... . 

2 , . __„. 

3. ________ 

4, . .. .:_ ______ 

(Attach additional sheet if necessary) 

Do you wish to provide additional information in support of your application for LOD benefits? 
.( ) Yes ( ) No 


Tf vou checked “Yes.*’ describe that information and attach all documents to this application: 



Total and Permanent Disability (“T&P”) Benefits 

A. EtuBloviitenf ' 

1. Are you currently employed? ( ) No 

, If yoripheeked yes, please complete the following: 

Employer Setf*wfaeJ . Job Title._*,_ 

Employer's address ‘ oTfabJ&O .r *-7£? .....rilr.4—..,2.5,4* ----—*--— - 

Name of immediate supervisor ..- Phone number of supervisor,_„_™„ 

:lf you checked no, please, complete the following: 

Last date of employment __Employer_—_—^-Job Title,-....--- 

Employer’s address . . . — --——_-------- 

Name and phone number of immediate supervisor ___—.--— -—---- 

Reason for leaving .......—--——— — — ---- 

Job description and responsibilities ..._.—-—-—---~~-— 

2, Do you seek retroactive T&P benefits (benefits for periods before you, are examined by a physician selected by the 

Plan)? ( ) Yes 

If you checked "No,” skip lo Section B "Disabilities and Cause", If you checked "Yes" provide the earliest date 
you believe you became unable to work and complete the rest of this Section A: . .. . 

The date you indicated on the prior line is your “Requested Effective Date.” Describe why you chose tius date: 


3, ThfrPlan do# nat provide'.ME benefits for periods mote than 42 months before your application ;s received by 
the Plan Office ( 4todea* you »a fouaAto ha **hem mentally or phyiisilly incif tacteted ih. that 

substantially interfered with the filing of thlsapphcation. If you seek such an exception to this 42-month rule, 
list below or on ka additional shew all rMfeBslSr which you claim.an exception; 


4. Employment History ffg -J 5 2005 QlQP MAR 0l 2005 

Please complete, the following for each job that you have held from your Requested Effective Date to .the present; 


DEC 1 0 2003 


0iCQ JAN 2 1 2004 0 ! C C MAR 0 3 20D4 


„ OiCC 

Keys_AR 


7 2004 
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Last Employer___ Job Title ______ D ates of employment 

Job Description/Responsibilities______ 

Employer's address __________ - _ 

Name of immediate supervisor ____Phone number of supervisor__ 

Reason for leaving (i,e,, why you quit or were fired).__ 

Prior Employer . Job Title_Dates of employment. 

J ob Description/Responsibilities . __ 

Employer’s address_ _ __ 

Name of immediate supervisor_Phone number of supervisor_ 

Reason for leaving (i.e., why yon quit or were fired)__ 

Prior Employer____Job Title _.Dates of employment. 

JobDescription/Responsibilities . .„. . 

Employer’s address_..___ 

Name of immediate supervisor .. _ . Phone number of supervisor __ 

Reason for leaving (i.e., why you quit or were fired) -_--— 

' Prior Employer ... Job Tide D ates of employment. 

Job Description/Responsibilities , ,, .. .._.......—„ 

Employer’s address . . ..—.— ---- 

Name of immediate supervisor.... ...Phone number of supervisor 

Reason for leaving (i.e., why you quit or were fired)..___•______ 

(Attach additional sheets if necessary) 


5. TaxRbtprns 

You are requesting a retroactive effective date for total and pamaiimt disability benefits. Therefore, enclose with 
this application complete copies of all federal income:tax returns for the year before your Requested Effective Date 
through the present. These complete copies must include all schedules and related forms, such as W-2 forms- If you 
: do net have copies of any of these forms or if you did not file a federal tax return for any of these years, you must 
request copies of your tax returns Or verification of non-filing from the IRS using Form 4506 (copy attached). Since 
you are requesting retroactive total and permanent disability benefits, your application will not be complete and will 
pot be considered by the Plan until the Plan Office receives; all of these federal income tax returns; Please note that 
fax returns for this and later periods may be requerted periodically by the Retirement Board, 

fi, Social ■Security Earnings Statement : 

■ If your Requested Effective Date is more than one year prior to the date of this application, you must enclose (or 
forward later to the Plan Office) a current copy of your detailed Social Security earnings history. Use Form.SSA- 
7050 (copy attached) to request this detailed earnings history. 


7. Medical and Hospital Records 

Enclose, With this application, complete- copies of all medical and hospital records for all years for which benefits 
are claimed.; You may get a copy of these records by asking your providers (that is, physicians, hospitals, etc. that 
have heated you) for your records. 


B. Disabilities and Cause 

I,. Describe all of the- conditions that you beijeve make you unable to work. Please indicate for each; 

A, The type or types of doctors you have seen because of this condition, (For example, orthopedist, 
cardiologist, neurologist, psychiatrist, internist, oncologist, endocrinologist, car nose and throat, 
opthahttologist, gastroenterologist, urologist, dermatologist,) Write "None” if yon have not seen a'doctor 
for this condition. 


OICC 


0 2003 


D1CC 


. D1CC 
JAN 2 1 2004 


isary of any 


B. Whether you believe this condition resulted from NFL Football activity, from services Item 

country, or from other causes, pjjpp FEB 15 2005. -A vJJ*!”.— 

MAR 0 3 2004 0 
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Describe this condition, and explain how it prevents you from working. If you believe this condition 
resulted: from NFL Football activity, also describe how NHL activity caused this condition. 


You may attach additional sheets if you require more space, 


Physician Types: _ 

Cause of Condition (-^FL Football ( ) Military Service ( ) Other 

Description: ~-7' ty* c'~ <f v / 


^2H 




Physician Types?: 

Cause of Condition (^fNPL Football ( ) Military Service ( ) Other 

TVvcrintioir J? <5; ,j ■■')■ /'<• ^ ^ 

aJ *>H /^M ' ^TJ^ut er" ..T^rew^,. 

'*^r y 0 jrj.t4U 

£ -■Ci//r>c' o- ■rt'a- y ys^w- .afe 

'7%t* - -7 r Jitrs&Ai'J- WL.fatebej 3 - i-v A'.*/ _ 


Condi tion 3 : 




Physician Types 


Football ( ) Military Service ( ) Other 


Cause of Condition ( 


a W*m **& 0:;; &A*eo ■&**$*. 

.: F —Y 4 

rtdVs^ifosv- /? <>; r ,: , "5 


Physician Types: 

Cause of Condition ( ) NFL Football ( ) Military Service ( ) Other 

ttegrriptinni - /fe y*’ '*#&*■■'■>0 f 4 <r. n— 

/#■ S.S t***-?'*.....) 

" '/y y/r' ,-/? #■'■■■> f . 

y /<■ ^~j'.‘.'l.. 

(Attach additional sheet if necessary.) 

Describe all accidents, injuries, or illnesses that did not result from NFL Football (for example, auto accidents) and 
,t,, g?fca » M d f ««*g * % .... _ 


rfA ($@$9 


J *» -r/- 


>M t'o'/ii /»V 
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3. Please note that. specM rules apply where a conditioM relates to alcohol: or substance abuse, or to psychiatric 
problems. In general;, if such Conditions are the cause bf yova ixmbility to work, they will automatically be 
considered to not result from NFL Football activities. Certain exceptions apply, as described at the end of this form. 
If you believe you qualify for one of these exceptions, please describe and enclose all supporting documentation. 


C, Attendiee Physicians 


Please list the names of your treating physicians for each of the conditions described in Part B above. You should not 
list the names of your team, physicians or physicians that the Plan has referred you to. You may attach additional sheets if 
you require more space. 

Condition tor which seen , 


Name of Physician 




Name of Physician 3 >r S h .. Condition for which seen.j 

Dates of Treatment "fl'T~ %£&&. Approximate numbet or frequency of office visits-*2*5- 

Physician's Address and Phone Number^ j: XIV? 1 — J3p2—£&—-~- 

. . feg ■ :.s : - 

Name of physician pi f nrtjriitihn tor Which seen f 

Dates of Treatment A 


^^pipipftihuiWbef Qr frequency of office yksst 




Name of Physician f) P _Condition for which seen 

Dates of Treatment ?&-Ci ft- 43 tPY-*? h/ _Approximate number or frequency of office visits ^jjLSL .—_ 

Physician's Address and Phone Number 53 l2£ ---— 


Name of Physician . .Condition for which seen . A 

Dates of Treatment g > «?— - ^^2 4.1 Approximate number or frequency of office visits- 

Physician's Address and Phone Number ,_^3L: —A Q-sL5fZ.Y—---— -— 


Name of Physician 
Dates of Treatment, J 




.Condition for which seen. 


Dates of Treatment jr- S* f-~VT? •_Approximaiemtmber or «eyuoney w - >; , 

Physician's Address and Phone Number . L6 &Sas& f J&£**^ 


ice visits S <D 


to 


D. Other Information 

Do you wish to provide additt 0 a 8 t;Ji®»etiwm*tjii^rt 0f year a^hcitoi JbfT&P benefits?. You are encouraged 
provide any information yo^Mfieve will be fiipdfo the consideration of your application, 

(yYes. ( £N«J 

If voa checked “Yes” describe that information and attach all documents to this amtikstiony 

A-=8i — -A* •»’«/**'»' >'**'* » re _ 

e f'< I**'* 3 • 


DiCC FEB 15 2005 ' 01CC MAR 01 2005 

D1CC " OEC TTr?.003 DICC W' 21 201)4 DICC MAR 0 3 2004 m}s_M 


m 
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Worker's Compensation/Social Security Disability Information mss 


Compensation? svifea o No 

VYbayi'as tbBKsoItof your 
appHfcitioti? 
cCBeftsfits Awarded 
o Benefits Denied 
o Application Pending 
Attack copy of decision, if benefits were 
awarded or,denied; 

If you were swarded Wortos 1 
Compensation benefits, how much is 
the benefit and Miitafr^isit 


'Worfers-* 1 ibnmepsgtidtt^^#^ 
QMo. t *«* 

3 l ^l 3d» 1 ^'^7S tately/ 


Have you ever, applied for Social 
Security DieabUityjBejiefits? 
o Yes ofUr 

If you have not applied for Social 
Security Disability Benefits, you may 
wish to consider doing so. 

What was the result of your 
application?: 
o Benefits Awarded 
o Benefits Denied 
o Application Pending 
Attach copy of decision, if benefits were 
awarded br denied 

If you were awarded Social Security 
Disability Benefits, how much is the 
monthly benefit ? ........... . 


Social Security Claim No.. 


Have yon ever applied for disability 
benefits from your current employer 
or from anyjw^mnployer? 
o Yes 


What was the result of your 
application? 
a Benefits Awarded 
o Benefits Denied 
o Application Pending 
Attach copy cf decision, if benefits were 
awarded or denied. 


If yoti have received: Or have ever 
been awarded disability benefits by 
any employer, how ranch is or was 
the benefit and in what; form is or 
was it paid ? __ 


I hereby apply for disability benefits from the Plan. I certify that all the information provided on or with this 
application is* to tlie best of my knowledge, true, correct, and complete, I certify- that any and all documents or 
information attached to or enclosed with this application are, to the best of my knowledge, true, correct, and 
complete. I recognize that 1 may be subject to loss of benefits and to other penalties and sanctions under law if I 
ha ye made atiy false or misleading statements orjamdsious. 

Player's Signature < £ ffl .. . .. . 

. &T . 

Authorization for Use or Health Information 

In cbnBSctioo with your application for disability benefits, you may submit, or have submitted on yourbclialf, 
individually identifiable health information, including your disability' application, medical records, and physician 
reports. You also may be referred la Plan neutral physicians or Medical Advisory Physicians for medical 
examinations, and these physicians may submit health information to the Plan on your behalf. The Plan has 
contracted with inteeoip, a provider of independent medical examination services, to coordinate such examinations. 
The Plan or its agents may disclose your health information to Intracorp personnel, physicians affiliated with 
Intracorp, and other individuals associated with the Plan. 


Please sign below to indicate your authorization for the Plan or its agents to use or disclose your health information 
for Plan purposes. 

I hereby authorize the Bert Beil/Pete Rozelle NFL Player Retirement Plan to use or disclose all individually 
identifiable health information submitted to the Plan on my behalf, or created in connection with my application for 
disability benefits, to all individual. 1 , as neededjfifcPfan purposes. 

Player’s Signature „ 


Mjfesst, 




Dice tm 1 5 2005 .... 

OICC' BTC nwr Dice JAN 2! 2004 ** 



















